Since the number and proportion of old people increases worldwide, health professionals and systems should be made aware and prepared to deal with their problems. Cognitive deficit and symptoms of depression are commom among the elderly, and may occur in relation to various risk factors such as health conditions and psychosocial variables. In order to study cognitive deficit and the presence of signs and symptoms of depression, 62 elderly community subjects enrolled at a Community Health Unit in Porto Alegre, southern Brazil, were interviewed. They were evaluated by means of the Mini Mental State Exam, the Montgomery-Asberg Depression rating scale, and a questionnaire on health conditions, living arrangements and social variables. Higher levels of symptoms of depression were observed among subjects exposed to major risk factors for cerebrovascular diseases (diabetes and coronary disease), while impaired cognitive performance was seen among individuals who could not count on the presence of a confidant (social network variable). The results suggest that the early identification of major risk groups among old people can help to prevent institutionalization and keep individuals in the community.
Introduction
The number and proportion of older people are increasing throughout the world and call for a special awareness on the part of health systems. In the 30 years from 1970 to 2000, the world population will increase by 70%, whereas the proportion of individuals over 60 years old will increase by 91%. For people over the age of 80, this increase will be of around 119% 30, 40 . In Brazil, individuals over 65 years number approximately 7 million or 4.5% 16 . By the year 2000 this proportion will be of aproximately 8% and the Brazilian elderly population will be the seventh largest in the world 8 . Depression and cognitive impairment are very frequent among the neuropsychiatric disorders observed in the elderly. In European countries and the USA, 10 to 15% of individuals over 65 years old present some cognitive deficit and 5% present dementia 1, 24 . In a study carried out in Rio de Janeiro, Brazil concerning the prevalence of organic brain syndrome the results varied from 5.9 to 29.7% in three different districts 42 . Almeida Filho   2 showed, in the state of Bahia, 6.8% of cases of dementia and 36.4% of some mental disorder syndrome. By the use of the Face-Hand test 5.5% of organic brain syndrome was identified among subjects over the age of 65 in S. Paulo 6 . In another study in S. Paulo 33 , Brazil, 25% of the elderly were found to present some psychiatric disorder.
The prevalence of depressive symptoms among elderly members of the community is of 15%, and severe depressive syndrome is found in around 4% 5 . Variances may be a product of many different exposures to risk factors, such as cardiovascular diseases and environmental, genetic and social variables.
The social and psychological universes in which the subject is involved seem to play an important role in determining the quality of life. Low institutionalization and mortality rates are related to better quality of life during older age. Recent studies have shown an association of certain social network variables (i.e., "social activities", "visits or talks with friends or relatives") with institutionalization and/or mortality of elderly people 3, 18, 34, 35, 38 . Those elderly people who participated in some kind of social activity and who visited or talked with friends or relatives decreased their risk of mortality by almost one-half, whereas living alone increased the likelihood of institutionalization. Furthermore, public and private expenses on the part of health services were also thus diminished 38 . The phrase "social network" refers to roles and connections that link individuals in terms of kinship, friendship or acquaintanceship (spouse, relatives, close friends or neighbors) 25 . These social connections can be classified by their structure (size, intensity or frequency). It can be seen as the structure by which social support is provided. Social support measures the functional content of social relations expressed by sources and help provided for a specific individual by another 10 . Citizens of developed countries have been experiencing an average increase in age as social and health conditions have been improving. Developing countries such as Brazil present basic health and social problems as the population gets older. The question as to how these conditions may influence the prevalence of problems such as depression and cognitive disorders is still unknown. Since depression and cognitive problems among elderly people require appropriate preparation by the health system for their diagnosis and management, the knowledge of their prevalence is important for the planning of a Community Health Service for aging populations.
The objectives of the present study were: 1. to determine the frequency of cognitive deficit and signs and symptoms of depression in elderly persons who were enrolled in the Outpatient Unit of the Community Health Service of a Hospital; 2. to define some socio-demographic characteristics and identify the social network variables of this group.
Subjects and Methods

Subjects
This study has been developed as a joint venture between the Dementia Program of the Neurology Service of a Hospital and the Outpatient Unit of the Community Health Service of the another Hospital of the city of Porto Alegre, in the southern Brazil.
This Unit was chosen because it takes general care of outpatients from an area with well defined geographical limits, and provides health assistance and education for a population of 30,000 inhabitants. It is located in a northern lower middle class area of Porto Alegre, and has a team composed of 10 general practitioners, 3 medical residents and 2 nurses.
Subjects were selected by systematic sampling of the register of subjects, based on the general prevalence of depression and cognitive deficit (10%), with alpha and beta values of 5% and 10%, respectively. The estimated sample size was of 119 individuals of over 60 years of age.
Every one of the 119 individuals were sought out in their respective places of residence by interviewers, but most of them were not located because the addreses given were incorrect. In these cases and when nobody was found at home the subjects were replaced (after three visits at different times).
The final sample consisted of 62 individuals who were visited at home by research assistants.
Instruments
The following instruments were applied during the visit:
A. Questionnaire on health and social conditions 37 . This is composed of 42 questions about social (housing, living arrangements etc.), economic and health conditions. B. Mini Mental State Exam 9, 15 . This is a widely used test composed of five major cognitive items: orientation, registration, attention-calculation, recall, and language. Results are obtained in scores and may vary from 0 to 30. The higher the score the better the performance. C. Montgomery-Asberg Depression Rating Scale 12, 26 . This scale is comprised of 10 categories of symptoms. Scores are given for individual questions (0-6) and may vary from 0 to 60. Higher scores express greater presence of symptoms of depression.
Previous validations have been presented for all three instruments for Brazilian samples, as well as translations and re-translations for studies in Portuguese 9,12,37 .
The cutoff points for detection of cognitive problems by the Mini Mental State Exam were 24 for literate individuals and 17 for illiterates 9, 13, 29 . Symptoms of depression were identified as present by the application of the cutoff point of 10 on the Montgomery-Asberg Depression Rating Scale 13, 23 . The interviewers were 6 undergraduate medical students, who received a 2-week training for the application of the Mini Mental State Exam, the Montgomery-Asberg Depression Rating Scale and the questionnaire on health and social conditions. After the training period, a test of agreement among them was carried out 14 . For this survey, 90% of agreement was accepted as demonstrating the readiness of the interviewers for field data collection. Quality control was carried out by testing 20% of cases at random.
Statistical Analysis
The statistical analysis was made by the use of descriptive statistics, by the Mann-Whitney U test, by the Mantael-Hanszel Chi-square test for associations between categories, and by Pearson's (r) correlation coefficient 14 .
diseases, gastrointestinal and rheumatic disorders. Stroke was not observed among the subjects. The income level of the families was classified in three categories (up to 1 legal minimum wage; 2 to 3 legal minimum wages; and 3 to 21 legal minimum wages). The last category includes a higher range of incomes because frequencies of values over 5 were too small to allow different groupings. This reflects the low socio-economic characteristics of the area. Retirement rate was 82%, which includes almost the whole sample.
Illiteracy rate was 15% (n=9) and the frequency of cognitive deficit was 44% (n=4), which was not different from that of the better educated group (n=14, 26%) (odds ratio=1.13; confidence interval= 0.20 -5.91; Fisher's exact test).
Conditions of the social network are presented in Table 2 . Almost half of the individuals still have a companion, which has been demonstrated to be a protective factor as regards institutionalization and mortality 38 . Other important variables (potential protective factors) are the existence of a "confidant (e)" (somebody in whom individuals can trust and with whom they can share their problems), the maintenance of regular contacts with the confidant(e), their ability to feel at ease with this person and meet him/her easily. Tables 1 to 4 . Demographic distribution of the sample is presented in Table 1 . Frequencies by sex showed a greater number of women in this age group. The presence of cognitive deficit (29%), depressive symptoms (30%) and chronic diseases (84%) is very high among this group. Chronic diseases were: obstructive lung disease, heart and coronary Table 3 shows the cognitive function and levels of signs and symptoms of depression in the sample, stratified by chronic disease, sex, age, presence of a confidant(e), and the ability to feel at ease with this person.
Results
Results are presented in
The Mini Mental and Montgomery-Asberg scores were tested for the presence of chronic disease, and no statistical difference was found between the two groups. However, when diabetes mellitus and coronary disease were separated from other diseases and analysed together, depression scores were higher in the group with the risk factors (Mann-Whitney U test, p=0.0087).
The presence of a confidant(e) was also analysed as a factor related to a subject's cognitive and depression performances. Mini Mental scores were significantly lower (Mann-Whitney U test) in the group which did not use this relationship of the social network (p=0.0028), although levels of symptoms of depression were not influenced by this variable.
The analysis of the variable "feels at ease with the confidant(e)" showed no differences of cognitive performance or levels of symptoms of depression as between subjects (Mann-Whitney U test, p>0.05) ( Table 3) .
Age greater than 70 years old presented lower scores for the Mini Mental Exam (Table 4 ). This age effect was reported by the original Mini Mental work 3 and has been demonstrated by many other studies 41 . Correlation between age and scores of Mini Mental was significant only in the group with chronic diseases (r=-0.51, p<0.001). When this analysis was carried out controlled by sex, only women presented this significant correlation (r=-0.51, p<0.001). Correlations between age and Montgomery-Asberg scores were not significant either for the subgroups, or for the whole sample.
The evaluation of the independence to deal with the activities of daily living (moving, cooking, cleaning, personal hygiene and going out alone) was undertaken ( Table 4 ). The most common problem reported by this sample was difficulty in going out alone (19%), which showed a significant association only with cognitive deficit by univariate analysis (Mantael-Hanszel Chi-square, p=0.02). When controlled by age, this association lost its statistical significance.
Other variables were also recorded in this survey, such as the use of medications and frequency of consultations during the previous month. Use of medication was reported by 80% of subjects, and 14% were using drugs which acted on the central nervous system. However, this did not influence Mini Mental performances as measured by the Mann-Whitney U test (p>0.05).
Half of the sample had seen a physician during the previous month, 34% of them at the Conceição Unit and 16% at other medical services.
Discussion
Demographic Data
The present sample was composed of 67% of women. This higher frequency of women may be explained by: 1. the empirical hypothesis that it would be easier to find women at home; 2. females enrol more frequently in health systems; and 3. they present a longer life span as compared to males.
The frequency of cognitive deficit was 29% and the detectable level of depressive symptoms was of 30%. Both rates are high and a subject selection bias should be considered due to the small size of the sample. These rates could also be observed because individuals registered in health services may be those with more health problems, thus increasing the risk for cognitive problems and symptoms of depression. Another explanation may be provided by the fact that subjects who respond to the interview may be sicker and more likely to be found at home. In the study of Veras and Coutinho 42 the prevalence of cognitive deficit was of 29.7% in the district of Santa Cruz. This higher rate, compared to the other two districts in the sample, was explained as a result of the lower educational and socioeconomic conditions of this group. In the present study, before any socio-economic hypothesis is raised to explain the results, the problems discussed above should be considered. The use of screening tests, scales or questionnaires to detect subjective symptoms may introduce some problems. Although the Mini-Mental Exam has been validated for a Brazilian sample 9 and for other communities 19, 21, 22, 41 its sensitivity for screening major cognitive disturbances was of 81% and it showed a false positive rate of 32% 9 , which could be responsible for misidentification. In order to obtain a definitive diagnosis a more complex, expensive and time-consuming evaluation is needed in order to reveal cases of dementia, cognitive deficit without dementia and false positives.
The Montgomery-Asberg scale also presents difficulties, since it has not been studied as a means of screening for detectable symptoms of depression in Brazilian sample communities. However, rating scales are of use chiefly in detecting the presence of symptoms rather than in assessing depression as a disorder quantitatively 7, 31 , and may be suitable for the discovery of cases, e.g., in epidemiological surveys 7, 28, 36 . The selection of screened cases is important for the application of a "gold standard" diagnostic evaluation to understand the real possibilities for its use.
The presence of cognitive deficit and depression is higher in populations exposed to various risk factors (lack of primary health care, high prevalence of risk factors for cerebrovascular disorders and cardiovascular diseases, nutritional disorders, early retirement and others) 27, 39, 43, 44 . Retirement rate was 82% in the present survey, representing a high level of financial dependence on the family and loss of an active social role. Illiteracy rate was 13%, however no differences were found between illiterates and literates in the number of subjects screened by the Mini-Mental Exam. It may reinforce the need for the adequate adjustment of the cutoff point for illiterates, although the probability of statistical error type II (beta) 14 must be considered due to the small size of the present sample and the small number of illiterates (n=9).
Social Support and Network
The existence of a confidant(e) was reported by 93% of subjects. In order to get social support individuals must have relationships with other people; however, this network does not guarantee access to social support 34 . One's social network may be seen, therefore, as the structure through which social support is provided, where social support is a measure of the functional content of social relationships and refers to resources or helpful functions provided for an individual by other persons 10 . This network can be further characterized by the structure of the relationships (e.g., "size", intensity, or frequency). Many studies have often confused measures of social network size with the general concept of social support and/or used the terms synonymously 34 . Therefore, the literature on social networks and their contribution to social support reflects multiple definitions, perspectives and outcomes 38 . The lack of comparability among studies and the reflection of multiple definitions could be the reason for the apparent conflict of results 37 . Some investigators have found a lack of social support associated with a high risk of institutional admission, higher risk of disease and poorer mental health 4, 11 . The present study is of cross-sectional design and is not able to identify direction of effect or causality of association between social variables and mental disease or cognitive deficit. However, it seems that an association between social (presence of persons to talk to: confidant(e)), health status (presence of risk factors for cerebrovascular disease) and cognitive performance/level of symptoms of depression is present, although the nature of the relationship is still not very clear.
Chronic Disease
No difference was observed in Mini-Mental scores between groups (with or without disease); however, the small size of the sample "without" disease would explain, at least in part, the results.
The presence of higher levels of depressive symptoms in the diabetes and/or heart disease group is to be explained by the fact that these diseases are risk factors for cerebrovascular disorders (i.e., multi-infarct dementia, among others), which may cause more depressive symptoms than primary degenerative dementias (i.e., Alzheimer's disease), specially in their initial stages 9, 17, 27, 39, 43, 44 . In a previous multicenter study about the health needs of the elderly population carried out in the District of S. Paulo 32 , the results showed a highly deprived population (70% presented a per capita income of less than US$ 100 per month), living mostly in multi-generational households, with a high prevalence of chronic physical illness (only 14% declared no illness) and psychiatric disorders (27%), and loss of autonomy (47%). Those results are similar to the present ones, despite all the problems raised with regard to the size of the sample, and concern the need for specialized health services and social support for the growing population of elderly people in Brazil.
In conclusion, there is a need to undertake research into the present subject using larger and more representative samples. Tests and scales of easy application, such as Mini Mental and Montgomery-Asberg, should be used by professionals of primary care to screen for cognitive deficit and signs and symptoms of depression among elderly people.
Their early identification by the primary health care system is necessary so that more adequate action for the community may be presented. Health planners should develop studies with a view to identifying major risk groups for depression and cognitive problems so as to augment their preventive action for the aged. A detailed analysis of the quality and structure of the social network of the population may offer important resources so that individuals may be kept in the community.
